Aims-To investigate the histopathological changes in the livers of patients undergoing cholecystectomy and to relate these changes to the underlying biliary tract pathology. Methods-Liver changes in 67 patients undergoing cholecystectomy were investigated. Sixty three had gall stones, one cholesterolosis only, and there were three cases of acute acalculous cholecystitis.
Methods-Liver changes in 67 patients undergoing cholecystectomy were investigated. Sixty three had gall stones, one cholesterolosis only, and there were three cases of acute acalculous cholecystitis. Results-Only 34% of the patients had completely normal liver biopsy specimens. The most clinically important pathology was found in 11 of the 14 patients with choledocholithiasis: three of these had cholangitis and eight had features of large bile duct obstruction (four also had chronic cholestasis and portal-portal linking fibrosis). Non-specific reactive hepatitis was the most common abnormality in the remaining 53 patients with cholecystitis alone, and was found in 18. A further four patients had chronic cholestasis without fibrosis and early primary biliary cirrhosis was a coincidental finding in another. Clinical symptoms were poorly correlated with gall bladder and liver pathology apart from an association between jaundice and choledocholithiasis. Liver function tests of obstructive pattern were noted in 23 of 58 patients, most of whom had choledocholithiasis or non-specific reactive hepatitis. Bile Previous studies correlating the presence of gall stones with changes in liver histology have given conflicting results.49 In particular, the reported incidences of portal tract fibrosis differed considerably, and its association with the localisation of gall stones has been poorly defined. More importantly, the histological changes have not been described in detail.
The aim of this study, therefore, was to determine the prevalence and extent of liver disease, and to assess the value of peroperative liver biopsy specimens in patients undergoing cholecystectomy for gall stones and cholecystitis. Clinical assessment, liver function tests and biliary microbiology were correlated with liver and gall bladder histology and the distribution of gall stones in the biliary tree. The distribution of gall stones within the biliary tree was determined by a combination of radiological and ultrasound findings before surgery and those at surgery including peroperative cholangiography and exploration of the common bile duct. Peroperative bile swabs from the gall bladder and common bile duct were cultured aerobically and anaerobically by standard methods, and results were available for 42 patients.
Methods
The liver biopsy specimens (stained with haematoxylin and eosin, reticulin, and orcein stains) and blocks from the gall bladders The most common symptoms were abdominal pain with or without jaundice. There was no correlation between the timing of the pain and gall bladder or liver histology. Thirteen (19%) patients presented with acute abdominal pain and jaundice, with the following liver histology: acute cholangitis (n = 3); acute large duct obstruction (n = 4); acute large duct obstruction with chronic cholestasis (n = 2); non-specific reactive hepatitis (n = 1); and cholestasis only (n = 3). None had normal liver histology. All three patients with cholangitis had swinging fever in addition to abdominal pain and jaundice.
Forty two patients had no history of jaundice, including two with the changes of acute large duct obstruction with chronic cholestasis, both of whom had histories of abdominal pain of more than two years.
All four patients with only chronic cholestasis had histories of recurrent abdominal pain, of at least three months' duration, but none had had jaundice before.
In general, there was poor correlation between symptoms and gall bladder pathology.
CHOLEDOCHOLITHIASIS
The results of liver histology for the 14 patients with choledocholithiasis are given in Liver histology in these patients was as follows: acute cholangitis (n = 3); reactive hepatitis (n = 3, two with an acute inflammatory component); acute large duct obstruction with chronic cholestasis (n = 1); acute cholestasis only (n = 1); and normal (n = 2). Bacterial isolates comprised Escherichia coli (six patients), Streptococcus faecalis (three patients), Bacteroides fragilis (one patient), Pseudomonas aeruginosa (one patient), and Clostridium perfringens (one patient).
All categories of gall bladder and liver histology, apart from cholangitis, were represented among the 32 patients with sterile bile cultures.
Discussion
This study has shown that a high proportion (66%) of patients with gall stones and cholecystitis had abnormal liver histology. The most common findings were non-specific reactive hepatitis and large droplet fatty change. More The presence of acute and chronic cholestasis alone in two and four patients, respectively, with cholelithiasis, is most likely related to previous choledocholithiasis with expulsion of the stone before surgery. This is supported by the obstructive pattern of liver function tests present in four of these cases. None of these patients had extensive fibrosis.
Non-specific reactive hepatitis was a frequent finding in this study and was confined to patients with acute or chronic cholecystitis. None had choledocholithiasis, but nine had abnormal liver function tests, most of obstructive pattern. Reactive hepatitis might, therefore, be the result of a recent episode of common bile duct obstruction in some patients. Chronic inflammation in portal tracts, with or without large droplet fatty change, has been reported by others with similar frequency.458 Reactive hepatitis has been described in patients with a variety of conditions, including febrile illnesses, hepatic space-occupying lesions, venous outflow obstruction and intestinal infections.' As a common disease, cholecystitis should be regarded as an important additional cause. Some patients with reactive hepatitis also had acute inflammatory cells in portal tracts and this correlated with acute inflammation in the gall bladder.
The finding of a single case of primary biliary cirrhosis among these patients should be regarded as coincidental. There is no known association between the two diseases.
Clinical symptoms were of poor discriminative value in predicting the underlying pathology, in accordance with the findings of others.9 The duration of abdominal pain could not be correlated with either liver or gall bladder pathology. Jaundice was often present in patients with cholangitis or large duct obstruction, but the association was not invariable. A previous history of jaundice was not correlated with extensive liver pathology. Conversely, six of the eight patients with chronic cholestasis had never been jaundiced, similar to the findings in the early stages of primary biliary cirrhosis. 15 Abnormal liver function tests were most common in patients with choledocholithiasis. An obstructive pattern with raised alkaline phosphatase values was the most frequent abnormality, which was similar to the findings of others. '6 The noted high incidence of positive bile cultures in patients with choledocholithiasis, cholangitis, and acute cholecystitis and the spectrum of bacterial isolates was as expected from other series. 8 17-20 This study has shown that cholangitis and extensive fibrosis associated with large bile duct obstruction are common in patients with choledocholithiasis. The liver disease may progress to secondary biliary cirrhosis if the obstruction is not relieved, emphasising the need for early surgery. A peroperative liver biopsy may be useful to exclude cirrhosis in these patients, but is unlikely to be informative in those with cholecystitis alone.
